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This visit was for the investigation of
complaint #IN00151755.

Complaint #IN00151755 - Substantiated.
Federal and state deficiencies related to
the allegation(s) are cited at W102,
W104, W122, W149, W154, W156 and
W157.

Survey Dates: July 28, 29 and 30, 2014

Facility Number: 000956
Provider Number: 15G442
AIMS Number: 100244760

Surveyor: Jo Anna Scott, QIDP

These deficiencies also reflect state
findings in accordance with 460 IAC 9.
Quality Review completed 8/12/14 by
Ruth Shackelford, QIDP.

483.410

GOVERNING BODY AND MANAGEMENT
The facility must ensure that specific
governing body and management
requirements are met.

Based on record review and interview,

the facility's governing body failed to

W000000

w000102

W102: The facility must ensure
that specific governing body and
management requirements are

08/29/2014

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

TITLE

(X6) DATE

Any defiencystatement ending with an asterisk (*) denotes a deficency which the institution may be excused from correcting providing it is determined that

other safegaurds provide sufficient protection to the patients. (see instructions.) Except for nursing homes, the findings stated above are disclosable 90 days

following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14

days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to

continued program participation.
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meet the Condition of Participation: met Corrective Action:
Governing Body for 4 of 4 sampled (Specific) An investigation will
. ; be completed regarding the
Chefl‘fs (cllen.ts A, B’.C and D) and 4 missing medication and money
addltlonal CllentS (Chents E, F, G and H) as well as consumers being left
The governing body failed to exercise unattended. All Clinical
operating direction over the facility to Supervisors will be in-serviced on
e, . . the initiating investigations and
ensure the facility implemented its . s
) ] having them completed within 5
written policy and procedures to prevent business days. All staff will be
neglect of clients in regard to clients in-serviced on the Abuse Neglect
being left unattended, missing medication Exploitation Policy and
.. Procedure, Medication Audits and
and missing money. e
client finances. A safe was
purchased for the home to secure
Findings include: all client finances. How others
will be identified: (Systemic)
Please see W122. The governing body The Program Manager W'",fouow
. . up with the Clinical Supervisor at
failed to meet the Condition of least weekly to ensure that all
Participation: Client Protections. The incidents that require an
goveming body failed to ensure the investigation are initiated and
facility implemented written policy and completeq W'th!n 5'busm(.ass
. days. All investigations will be
procedures to prevent negl.ect of clients provided to the Executive Director
A,B,C,D,E, F, G and H in regard to upon completion for review. The
clients being left unattended, missing Residential Manager will
medication and money. The governing cpmplete areview of gll cllen.t
body failed duct ; L. ¢ finances and medication audits at
ody failed to conduct investigations o least three times weekly to
allegations of neglect and theft, report the ensure that all funds and
results of investigations to the medications are accounted for.
administrator within 5 working days and The Clinical Supervisor will review
K fhici . . client finances and medication
to take sutficient corrective action to audits at least weekly to ensure
address the pattern of theft. that all client funds and
medications are accounted for.
Please see W104. The governing body Measures to be put in place:
. el An investigation will be completed
failed to ensure the facility implemented ; - o
) . ] regarding the missing medication
1ts written pOllcy and procedures to and money as well as consumers
prevent potential abuse and neglect of being left unattended. All Clinical
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clients A, B, C, D, E, F, G and H in Supervisors will be in-serviced on
regard to clients being left unattended, the .|n|t|at|ng |nvest|gat|on§ a.nd
T L having them completed within 5
missing medication and money. The business days. Al staff will be
governing body failed to conduct in-serviced on the Abuse Neglect
investigations of allegations of neglect Exploitation Policy and
and theft, report the results of Procec!ure, Medication Audits and
. . - . client finances. A safe was
investigations within 5 working days to purchased for the home to secure
the administrator and to take sufficient all client finances. Monitoring of
corrective action to address the pattern of Corrective Action: The Program
theft. Manager will follow up with the
Clinical Supervisor at least weekly
to ensure that all incidents that
This federal tag relates to Complaint require and investigation are
#INO0151755. initiated and completed within 5
business days. All investigations
9-3-1(a) w!II be provided to the.Executive
Director upon completion for
review. The Residential Manager
will complete a review of all client
finances and medication audits at
least three times weekly to
ensure that all funds and
medications are accounted for.
The Clinical Supervisor will review
client finances and medication
audits at least weekly to ensure
that all client funds and
medications are accounted for.
Completion date: 08/29/14
WO000104 | 483.410(a)(1)
GOVERNING BODY
The governing body must exercise general
policy, budget, and operating direction over
the facility.
Based on record review and interview for W000104 | W104: The governing body must 08/29/2014
4 of 4 sampled clients (clients A, B, C exgrmse g?nerc'gl potlllcy, budgt(;t,
and D) and 4 additional clients (clients E, ?anC"itoypfeéi::Sctil‘r,ictl\igi:r\‘/:er ©
F, G and H), the governing body failed to (Specific) An investigation will
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exercise operating direction over the be completed regarding the
facility to ensure the facility implemented missing medication and money
. X . as well as consumers being left
its written policy and procedures to unattended. All Clinical
prevent potential abuse and neglect. Supervisors will be in-serviced on
the initiating investigations and
Findings include: hav!ng them completed W|.th|n 5
business days. All staff will be
in-serviced on the Abuse Neglect
Please see W149. The governing body Exploitation Policy and
failed to exercise general policy and Procedure, Medication Audits and
operating direction over the facility to client finances. A safe was
he facility imol d wri purchased for the home to secure
ens.uret e facility implemented written all client finances. How others
policy and procedure to prevent neglect will be identified: (Systemic)
of clients A, B, C, D, E, F, Gand H in The Program Manager will follow
regard to clients being left unattended, up with the Clinical Supervisor at
.. .. .. least weekly to ensure that all
missing money and missing medications. . .
. ) incidents that require and
The governing body failed to conduct investigation are initiated and
investigations of allegations of neglect completed within 5 business
and theft, failed to report the results of days. All investigations will be
. .. . . - provided to the Executive Director
investigations to the administrator within ) .
- ] upon completion for review. The
5 working days and failed to take Residential Manager will
sufficient corrective action to address the complete a review of all client
pattern of theft in the group home. finances and medication audits at
least three times weekly to
. . ensure that all funds and
This federal tag relates to complaint medications are accounted for.
#INO0151755. The Clinical Supervisor will review
client finances and medication
dits at least weekly to ensure
-3-1(a au
? @) that all client funds and
medications are accounted for.
Measures to be put in place:
An investigation will be completed
regarding the missing medication
and money as well as consumers
being left unattended. All Clinical
Supervisors will be in-serviced on
the initiating investigations and
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W000122

483.420

CLIENT PROTECTIONS

The facility must ensure that specific client
protections requirements are met.

Based on record review and interview for
4 of 4 sampled clients (clients A, B, C
and D) and 4 additional clients (clients E,
F, G and H), the facility failed to meet
Condition of Participation: Client
Protections. The facility failed to

W000122

having them completed within 5
business days. All staff will be
in-serviced on the Abuse Neglect
Exploitation Policy and
Procedure, Medication Audits and
client finances. A safe was
purchased for the home to secure
all client finances. Monitoring
of Corrective Action: The
Program Manager will follow up
with the Clinical Supervisor at
least weekly to ensure that all
incidents that require and
investigation are initiated and
completed within 5 business
days. All investigations will be
provided to the Executive Director
upon completion for review. The
Residential Manager will
complete a review of all client
finances and medication audits at
least three times weekly to
ensure that all funds and
medications are accounted for.
The Clinical Supervisor will review
client finances and medication
audits at least weekly to ensure
that all client funds and
medications are accounted for.
Completion date: 08/29/14

W122: The facility must ensure
that specific client protections are
met. Corrective Action:
(Specific) An investigation will
be completed regarding the
missing medication and money
as well as consumers being left

08/29/2014
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implement written policy and procedures unattended. All Clinical
to prevent neglect of clients A, B, C, D, Sup.ell'\{|sgrs \,N'” be' |n—§erwced on
. . i the initiating investigations and
E, F, G and H in regard to leaving clients having them completed within 5
unattended, missing money and missing business days. All staff will be
medications. The facility failed to in-serviced on the Abuse Neglect
conduct investigations of allegations of Exploitation PO",Cy qnd )
| d theft. failed h Procedure, Medication Audits and
neglect an. the t., a1. ed to report the client finances. A safe was
results of investigations to the purchased for the home to secure
administrator within 5 working days and all client finances. How others
failed to take sufficient corrective action ‘;’r'}" z)e 'de"t'f,'\jd: (SVSte.T]'ccl)l
. e Program Manager will follow
to address the pattern of theft in the group - rogram Vianag .
up with the Clinical Supervisor at
home. least weekly to ensure that all
incidents that require and
Findings include: investigation are initiated and
completed within 5 business
L . days. All investigations will be
Please see W149. The fa01l1ty failed to provided to the Executive Director
implement written policy and procedure upon completion for review. The
to prevent neglect of clients A, B, C, D, Residential Manager will
E, F, G and H in regard to clients being gomplete areview of .a” cllen.t
e o finances and medication audits at
left unattended, missing medication and least three times weekly to
missing money. The facility failed to ensure that all funds and
conduct investigations of allegations of medications are accounted for.
neglect and theft, failed to report the The Cl.' nical Supervisor will review
. Do client finances and medication
results of investigations to the audits at least weekly to ensure
administrator within 5 working days and that all client funds and
failed to take sufficient corrective action medications are accounted for.
to address the pattern of theft in the group Mgasurgs t? be put In place:
An investigation will be completed
home. regarding the missing medication
and money as well as consumers
Please see W154. The facility failed to being left unattended. All Clinical
conduct thorough investigations of Sup.er.\{lscljrs \,N'” be_ |n-§erwced on
.. .. L. the initiating investigations and
missing funds, missing medication and having them completed within 5
staff leaving clients in home unattended business days. All staff will be
(clients A, B, C, D, E, F, G and H). in-serviced on the Abuse Neglect
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 7XHR11 Facility ID: 000956 If continuation sheet Page 6 of 33
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Exploitation Policy and
Please see W156. The facility failed to ProceQure, Medication Audits and
. .. client finances. A safe was
report the results of the investigations to purchased for the home to secure
the administrator within 5 working days all client finances. Monitoring
(clients A, B, C, D, E, F, G and H). of Corrective Action: The
Program Manager will follow up
Please see W157. The facility failed to ;Nlth the Clinical Supervisor at
east weekly to ensure that all
take sufficient corrective action to incidents that require and
address corrective action on substantiated investigation are initiated and
allegations of theft and neglect (clients A, gompit”e.d WitTn F;.busin(.a”sz
ays. All investigations will be
B,C,D,E, F, G and H). provided to the Executive Director
upon completion for review. The
This federal tag relates to Complaint Residential Manager will
#IN00151755. complete a review of all client
finances and medication audits at
least three times weekly to
9-3-2(a) ensure that all funds and
medications are accounted for.
The Clinical Supervisor will review
client finances and medication
audits at least weekly to ensure
that all client funds and
medications are accounted for.
Completion date: 08/29/14
WO000149 | 483.420(d)(1)
STAFF TREATMENT OF CLIENTS
The facility must develop and implement
written policies and procedures that prohibit
mistreatment, neglect or abuse of the client.
Based on record review and interview for WO000149 [ W149: The facility must develop 08/29/2014
4 of 4 sampled clients (clients A, B, C ang |mpler(;1ent V‘t’;'ttten pg!gltes
and D) and 4 additional clients (clients E, ?nr;stg:tcrr? erL:tr,e: egl?ac‘t)roor ;bluse of
F, G and H), the facility neglected to the client. Corrective Action:
implement their (Specific) An investigation will
Abuse/Neglect/Exploitation Policy and be completed regarding the
. . missing medication and money
Procedure to prevent neglect of clients in )
as well as consumers being left
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 7XHR11 Facility ID: 000956 If continuation sheet Page 7 of 33
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regard to clients being left unattended, unattended. All Clinical
missing medication and missing money. Sup.ell'\{|sgrs \,N'” be' |n—§erwced on
the initiating investigations and
having them completed within 5
Findings include: business days. All staff will be
in-serviced on the Abuse Neglect
1. The facility BDDS (Bureau of Exploitation Policy and
| | Disabili . Procedure, Medication Audits and
Developmental Disability Services) client finances. A safe was
incident reports were reviewed on purchased for the home to secure
7/28/14 at 10:45 AM. The report dated all client finances. How others
7/6/14 included the following will be identified: (Systemic)
information: "[Staff #3] did finance audit The I_Drogram _M_anager WI”.fO"OW
] up with the Clinical Supervisor at
at approx. (approximately) 12 PM 7/4/14 least weekly to ensure that all
at kitchen table while [staff #2] cooked incidents that require and
lunch. [Staff #2] got money out for investigation are initiated and
. completed within 5 business
[client G] to go to [name of town]. On . oo .
) days. All investigations will be
7/5/14 at approximately 8 AM [staff #2] provided to the Executive Director
went to do finance audit and get clients' upon completion for review. The
money out for an outing with [staff #3] Residential Manager will
and [staff #6] in the same room. $95.00 gomplete areview of .a” cllen.t
o . finances and medication audits at
total was missing from [client B] and least three times weekly to
[client A's] money bag. [Staff#2] called ensure that all funds and
home manager. Immediate preventative medications are accounted for.
. . . . The Clinical Supervisor will review
measures include inservices with all staff T o
. ] client finances and medication
on Abuse/Neglect/Exploitation policy audits at least weekly to ensure
and an investigation has been initiated that all client funds and
into the incident." A BDDS follow-up medications are accounted for.
report dated 7/17/14 indicated "The Measures to be put in place:
. L. An investigation will be completed
investigation has been turned over to the regarding the missing medication
local police department for further and money as well as consumers
investigation." being left unattended. All Clinical
Supervisors will be in-serviced on
. . L. the initiating investigations and
Review of the facility investigations on having them completed within 5
7/28/14 at 12:30 PM indicated there was business days. All staff will be
no investigation conducted by the facility in-serviced on the Abuse Neglect
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 7XHR11 Facility ID: 000956 If continuation sheet Page 8 of 33
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of the incident of missing money. Exploitation Policy and
Procedure, Medication Audits and
. i .. . - client finances. A safe was
Interview with administrative staff #4 on purchased for the home to secure
7/28/14 at 2:00 PM indicated the incident all client finances. Monitoring
had been turned over to the local police of Corrective Action: The
department and there had not been an Pft‘;gtr:mcl\l/_'a_”a?zr will follow ;xp
. . . with the Clinical Supervisor a
internal investigation conducted. Staff #4 P
o o least weekly to ensure that all
indicated the facility had purchased a safe incidents that require and
to keep the money in but no disciplinary investigation are initiated and
action was taken with staff. completed within 5 business
days. All investigations will be
) . o ) provided to the Executive Director
Interview with administrative staff #2 on upon completion for review. The
7/29/14 at 2:30 PM indicated the money Residential Manager will
could not be refunded without a complete a review of all client
completed investigation and they had not finances and medication audits at
) ) least three times weekly to
refunded the money to client A and client ensure that all funds and
B. medications are accounted for.
The Clinical Supervisor will review
2. The BDDS incident report dated clleqt finances and medication
o ) audits at least weekly to ensure
5/18/14 indicated the following: "Staff that all client funds and
was performing a medication audit and medications are accounted for.
noticed that there were two different Completion date: 08/29/14
tablets in one of the consumer's bubble
pack. The staff notified the Residential
Manager and the site nurse immediately.
The Residential Manager and the site
nurse reviewed all consumers' bubble
packs of medications and noted [client D]
had 25 Hydrocodone missing that had
been replaced with her Relafen and
[client B's] Lipitor, [client E] had one
Dicyclomine tablet missing and had been
replaced with one of her Ropinirole,
[client C] had one Xanax missing that
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 7XHR11 Facility ID: 000956 If continuation sheet Page 9 of 33
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was replaced with one of [client B's]
Lipitor and [client B] had 13 Xanax that
were missing and replaced with her
Lisinopril. It was determined that none
of the medications had been administered
to any of the consumers. The bubble
packs that had been tampered with were
immediately secured, drug suspicion
checklists were completed on all staff and
all staff were taken for drug testing. One
staff refused the drug testing and the
operation is awaiting the results of the
drug tests that were completed. The
[name of local police department] was
contacted and a message was left for
[name of detective] to file a police report.
The consumers' medications that were
tampered with were replaced and an
investigation has been initiated."

A BDDS follow-up request dated 5/22/14
asked to be updated on the status of the
investigation. The facility replied on
6/10/14 and indicated "The investigation
has been turned over to the local
authorities."

Interview with administrative staff #4 on
7/28/14 at 2:00 PM indicated the incident
had been turned over to the local police
department and there had not been an
internal investigation conducted.
Administrative Staff #4 indicated the
staff that refused the drug test was no
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longer working for the company.

3. The BDDS incident report dated
6/23/14 for clients A, B,C,D, E, F, G
and H indicated "Second shift staff was
working 4:00 PM to 12:00 AM. Third
shift staff did not show up to work and it
was reported that the second shift person
had left the home to walk down the street
to get third shift staff from her apartment
to get them to come to work, leaving the
individuals unattended. The staff
member in question was immediately
placed on administrative leave.
Immediate preventative measures include
inservices with all staff on Abuse/Neglect
policy, the staff was placed on leave and
there were no injuries as a result of this
incident."

The Investigative Summary indicated the
dates of investigation as 6/23/14 to
7/25/14. The conclusion of the
investigation indicated: "Leaving the
consumers unattended is substantiated."
There was no information included in the
summary indicating how the facility
would ensure the consumers were not left
unattended in the future.

4. The RFMS (Resident Account Family
Member Statement) statements were
reviewed on 7/29/14 at 10:00 AM. The
RFMS statement dated 5/1/14 to 7/29/14
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indicated client A received
reimbursement of funds on 6/3/14 of
$29.00, client B received reimbursement
of funds on 6/3/14 of $15.00, client F
received reimbursement of funds on
6/3/14 of $24.00, and client E received
reimbursement of funds on 6/3/14 of
$10.00.

The internal incident report reviewed on
7/29/14 at 1:30 PM for the
reimbursement was dated 3/23/14 and
indicated the following:

"[Staff #7] was performing a finance
audit and she discovered that the clients
were missing money. [Staff #7]
contacted home manager. Home
manager came over, counted finances and
discovered that [client E] is short $9.76,
[client H] is short $30.79, [client B] is
short $15.00, [client F] is short $24.63,
[client A] is short $29.00, [client G] is
short $25.01."

The BDDS report dated 3/23/14 indicated
the following: "Staff was conducting a
finance audit when they discovered that
the cash account for 5 individuals in the
home was incorrect. It was found that
[client B] was off by $15.00, [client A]
was off by $29.00, [client F] was off by
$24.63, [client E] was off by $9.76 and
[client H] was off by $30.79. Staff
immediately contacted the RM (Regional
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Manager) and reported the incident."

The Investigative Summary reviewed on
7/29/14 at 2:00 PM was dated 3/22/14 to
3/28/14 and indicated "It was reported by
a staff member that while conducting a
finance audit, it was discovered that 5
individuals were missing money from
their home cash account. Throughout the
investigation, it was found that one more
individual was missing money as well.
[Client E] was short $10.00, [client B]
was short $15.00, [client H] was short
$30.00, [client F] was short $24.00,
[client A] was short $29.00 and [client G]
was short $25.00."

Interview with administrative staff #6,
#4, #2 and #1 on 7/29/14 at 2:40 PM
indicated staff did not know why the
amounts on the investigation were
different from the internal report, the
BDDS reports and the amounts
reimbursed.

5. The internal incident report dated
2/21/14 was reviewed on 7/29/14 at 2:00
PM. The report indicated the following:
"When I got to work I did my controlled
substance count. It was supposed to be
31 Oxycodone 5 mg (milligram) pills in
the bottle but it was only 24 Oxycodone 5
mg pill in the bottle. I called (staff #1),
Resident Manager, to tell her what I
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found. She called nurse."

The investigation dated 2/21/14 - 2/27/14
indicated the following: "[Client B] was
missing 7 Oxycodone 5 mg tablets." The
investigation findings were as follows:
"After reviewing witness statements and
all other documentation, it is proven that
there are 7 Oxycodone 5 mg tablets
missing for [client B] but no way to
discover where they are or if anyone took
them. [Client B] never went without her
medication and the medication was
discontinued 2 days prior to being
discovered that seven pills were
missing."

Interview with staff #6 on 7/29/14 at 2:00
PM indicated the staff that did the
investigation was no longer working in
that position. Staff #6 indicated she did
not know what corrective actions were
put in place.

Please see W154. The facility failed to
conduct thorough investigations of
missing funds, missing medication and
staff leaving clients in home unattended
(clients A, B, C, D, E, F, G and H).

Please see W156. The facility failed to
report the results of the investigations to
the administrator within 5 working days
(clients A, B, C, D, E, F, G and H).
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Please see W157. The facility failed to
take sufficient corrective action to
address corrective action on substantiated
allegations of theft and neglect (clients A,
B, C, D, E, F, G and H).

Review of the
Abuse/Neglect/Exploitation Policy and
Procedure with a revised date of 7/2/12
was conducted on 7/28/14 at 3:00 PM.
The policy indicated "Community
Alternatives South East staff actively
advocate for the rights and safety of all
individuals. All allegations or
occurrences of abuse, neglect and/or
abuse shall be thoroughly investigated.
Community Alternatives South East
strictly prohibits abuse, neglect and/or

exploitation."

This federal tag relates to complaint
#IN00151755.

9-3-2(a)
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W000154 | 483.420(d)(3)
STAFF TREATMENT OF CLIENTS
The facility must have evidence that all
alleged violations are thoroughly
investigated.
Based on record review and interview for WO000154 | W154: The facility must have 08/29/2014
5 of 6 allegations of neglect for 4 of 4 Si\gli‘;';?;t:fg ;:Lfgsgﬁld
sampled clients (clients A, B, C and D) investigated.Correct?veyAction:
and 4 additional clients (client E, F, G (Specific) An investigation will
and H ), the facility failed to conduct be completed regarding the
thorough investigations of missing funds, missing medication and money
missing medication, and staff leaving as well as consumers being left
.o ’ unattended. All Clinical
clients in home unattended. Supervisors will be in-serviced on
the initiating investigations and
Findings include: having them completed within 5
business days. All staff will be
. L in-serviced on the Abuse Neglect
1. The facility BDDS incident reports Exploitation Policy and
were reviewed on 7/28/14 at 10:45 AM. Procedure, Medication Audits and
The report dated 7/6/14 included the C”e”; ﬁ”a(;“;es-thA rs;afe wtas
L S . purchased for the home to secure
following 1r?format10n. [Staff#3] did all client finances. Clients A, B,
finance audit at approx. (approximately) E. F and H will be reimbursed
12 PM 7/4/14 at kitchen table while [staff missing funds. How others will
#2] cooked lunch. [Staff #2] got money be identified: (Systemic) The
out for [client G] to go to [name of z:%g{:;nchﬂsirl:?guwngx?p
town]. On 7/5/14 at approximately 8 AM least weekly to ensSre that all
[staff #2] went to do finance audit and get incidents that require and
clients' money out for an outing with investigation are initiated and
[staff #3] and [staff #6] in the same room. completed within 5 business
.. . days. All investigations will be
$95.00 total was missing from [client B] provided to the Executive Director
and [client A] money bag. [Staff #2] upon completion for review. The
called home manager. Immediate Residential Manager will
preventative measures include inservices complete a review of all client
. finances and medication audits at
with all staff on least three times weekly to
Abuse/Neglect/Exploitation policy and ensure that all funds and
an investigation has been initiated into medications are accounted for.
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the incident." A BDDS follow-up report The Clinical Supervisor will review
dated 7/17/14 indicated "The client finances and medication
. . audits at least weekly to ensure
investigation has been turned over to the that all client funds and
local police department for further medications are accounted for.
investigation. Measures to be put in place:
An investigation will be completed
. el . regarding the missing medication
Review of the fa0111t¥ 1nYest1gat10ns on and money as well as consumers
7/28/14 at 12:30 PM indicated there was being left unattended. All Clinical
no investigation conducted by the facility Supervisors will be in-serviced on
of the incident of missing money. the initiating investigations and
having them completed within 5
) ) o ) business days. All staff will be
Interview with administrative staff #4 on in-serviced on the Abuse Neglect
7/28/14 at 2:00 PM indicated the incident Exploitation Policy and
had been turned over to the local police Procedure, Medication Audits and
depart t and there had not b client finances. A safe was
) pa ms:n an. .ere adnot been an purchased for the home to secure
internal aneStlgatlon conducted. all client finances. Clients A, B,
E, F and H will be reimbursed
Interview with administrative staff #2 on missing.funds. .Monitoring of
7/29/14 at 2:30 PM indicated the money Corrective .Actlon. The F’rogram
] Manager will follow up with the
could not be refunded without a Clinical Supervisor at least weekly
completed investigation and they had not to ensure that all incidents that
refunded the money for clients A and B. require and investigation are
initiated and completed within 5
Lo business days. All investigations
2. The BDDS incident report dated will be provided to the Executive
5/18/14 indicated the following: "Staff Director upon completion for
was performing a medication audit and review. The Residential Manager
noticed that there were two different V,V'” complete a review of all gllent
. . finances and medication audits at
tablets in one of the consumer's bubble least three times weekly to
pack. The staff notified the Residential ensure that all funds and
Manager and the site nurse immediately. medications are accounted for.
The Residential Manager and the site The Cl_'n'cal Supervisor _W'” review
. dall "bubbl client finances and medication
nurse rev1ew§ all consumers: bu i ¢ audits at least weekly to ensure
packs of medications and noted [client D] that all client funds and
had 25 Hydrocodone missing that had medications are accounted for.
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been replaced with her Relafen and
[client B's] Lipitor, [client E] had one
Dicyclomine tablet missing and had been
replaced with one of her Ropinirole,
[client C] had one Xanax missing that
was replaced with one of [client B's]
Lipitor and [client B] had 13 Xanax that
were missing and replaced with her
Lisinopril. It was determined that none
of the medications had been administered
to any of the consumers. The bubble
packs that had been tampered with were
immediately secured, drug suspicion
checklists were completed on all staff and
all staff were taken for drug testing. One
staff refused the drug testing and the
operation is awaiting the results of the
drug tests that were completed. The
[name of local police department] was
contacted and a message was left for
[name of detective] to file a police report.
The consumers' medications that were
tampered with were replaced and an
investigation has been initiated."

A BDDS follow-up request dated 5/22/14
asked to be updated on the status of the
investigation. The facility replied on
6/10/14 and indicated "The investigation
has been turned over to the local
authorities."

Interview with administrative staff #4 on
7/28/14 at 2:00 PM indicated the incident

Completion date: 08/29/14
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had been turned over to the local police
department and there had not been an
internal investigation conducted.
Administrative Staff #4 indicated the
staff that refused the drug test was no
longer working for the company.

3. The BDDS incident report dated
6/23/14 for clients (A, B, C,D, E,F, G
and H) indicated "Second shift staff was
working 4:00 PM to 12:00 AM. Third
shift staff did not show up to work and it
was reported that the second shift person
had left the home to walk down the street
to get third shift staff from her apartment
to get them to come to work, leaving the
individuals unattended. The staff
member in question was immediately
placed on administrative leave.
Immediate preventative measures include
inservices with all staff on Abuse/Neglect
policy, the staff was placed on leave and
there were no injuries as a result of this
incident."

The Investigative Summary indicated the
dates of investigation as 6/23/14 to
7/25/14. The conclusion of the
investigation indicated: "Leaving the
consumers unattended is substantiated."
There was no information included in the
summary indicating how the facility
would ensure the consumers were not left
unattended in the future.
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4. The RFMS (Resident Account Family
Member Statement) statements were
reviewed on 7/29/14 at 10:00 AM. The
RFMS statement dated 5/1/14 to 7/29/14
indicated client A received
reimbursement of funds on 6/3/14 of
$29.00, client B received reimbursement
of funds on 6/3/14 of $15.00, client F
received reimbursement of funds on
6/3/14 of $24.00, and client E received
reimbursement of funds on 6/3/14 of
$10.00.

The internal incident report reviewed on
7/29/14 at 1:30 PM for the
reimbursement was dated 3/23/14 and
indicated the following:

"[Staff #7] was performing a finance
audit and she discovered that the clients
were missing money. [Staff #7]
contacted home manager. Home
manager came over, counted finances and
discovered that [client E] is short $9.76,
[client H] is short $30.79, [client B] is
short $15.00, [client F] is short $24.63,
[client A] is short $29.00, [client G] is
short $25.01."

The BDDS report dated 3/23/14 indicated
the following: "Staff was conducting a
finance audit when they discovered that
the cash account for 5 individuals in the
home was incorrect. It was found that
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[client B] was off by $15.00, [client A]
was off by $29.00, [client F] was off by
$24.63, [client E] was off by $9.76 and
[client H] was off by $30.79. Staff
immediately contacted the RM (Regional
Manager) and reported the incident."

The Investigative Summary reviewed on
7/29/14 at 2:00 PM was dated 3/22/14 to
3/28/14 indicated "It was reported by a
staff member that while conducting a
finance audit, it was discovered that 5
individuals were missing money from
their home cash account. Throughout the
investigation, it was found that one more
individual was missing money as well.
[Client E] was short $10.00, [client B]
was short $15.00, [client H] was short
$30.00, [client F] was short $24.00,
[client A] was short $29.00 and [client
#G] was short $25.00."

Interview with administrative staff #6,
#4, #2 and #1 on 7/29/14 at 2:40 PM
indicated the staff did not know why the
amounts on the investigation were
different from the internal report, the
BDDS reports and the amounts
reimbursed.

5. The internal incident report dated

2/21/14 was reviewed on 7/29/14 at 2:00
PM. The report indicated the following:
"When I got to work I did my controlled
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substance count. It was supposed to be
31 Oxycodone 5 mg (milligram) pills in
the bottle but it was only 24 Oxycodone 5
mg pill in the bottle. I called (staff #1),
Resident Manager, to tell her what I
found. She called nurse."

The investigation dated 2/21/14 - 2/27/14
indicated the following: "[Client B] was
missing 7 Oxycodone 5 mg tablets." The
investigation findings were as follows:
"After reviewing witness statements and
all other documentation, it is proven that
there are 7 Oxycodone 5 mg tablets
missing for [client B] but no way to
discover where they are of if anyone took
them. [Client B] never went without her
medication and the medication was
discontinued 2 days prior to being
discovered that seven pills were
missing."

Interview with staff #6 on 7/29/14 at 2:00
PM indicated the staff that did the
investigation was no longer working in
that position. Staff #6 indicated she did
not know what corrective actions were
put in place.

This federal tag relates to complaint
#INOO151755.

9-3-2(a)
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WO000156 | 483.420(d)(4)
STAFF TREATMENT OF CLIENTS
The results of all investigations must be
reported to the administrator or designated
representative or to other officials in
accordance with State law within five
working days of the incident.
Based on record review and interview for WO000156 | W156: The results of all 08/29/2014
3 of 6 BDDS (Bureau of Developmental investigations must be reported to
Disabilitv Servi incident t the administrator or designated
1sa. 1 1ty e.I'VlceS.) m?l ent reports representative or to other officials
requiring an investigation for 4 of 4 in accordance with State Law
sampled clients (clients A, B, C and D) within five working days of the
and 4 additional clients (E, F, G and H), '“C'de’_‘ft_' CA(TI'E(':t'WeI Action:
the facility failed to provide (Specific) Al Clinical
) o Supervisors will be in-serviced on
documentation the administrator had the initiating investigations,
knowledge of the results of the having them completed within 5
investigation in 5 working days. business days and having them
reviewed by the Executive
o . Director or designated
Findings include: representative. How others will
be identified: (Systemic) The
1. The facility BDDS (Bureau of Program Manager will follow up
with the Clinical Supervisor at
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Developmental Disability Services) least weekly to ensure that all
incident reports were reviewed on !nC|der1ts .that require and
) investigation are initiated and
7/28/14 at 10:45 AM. The BDDS completed within 5 business
incident report dated 6/23/14 for clients days. All investigations will be
(A,B,C,D,E, F, Gand H) indicated provided to the Executive Director
"Second shift staff was working 4:00 PM ul\sl)on compltetlc;n fortrtlewe:/v.
) . . . easures to be put in place:
to 12:00 AM. Third s}nft staff did not All Clinical Supervisors will be
show up to work and it was reported that in-serviced on the initiating
the second shift person had left the home investigations, having them
to walk down the street to get third shift completed within 5 business days
taff i h t t ¢ them t and having them reviewed by the
stall from her apa _men O' ge. ] emto Executive Director or designated
come to work, leaving the individuals representative. Monitoring of
unattended. The staff member in Corrective Action: The Program
question was immediately placed on Manager will follow up with the
.. . . Clinical Supervisor at least weekly
administrative leave. Immediate L
. . . . to ensure that all incidents that
preventative measures include inservices require and investigation are
with all staff on Abuse/Neglect policy, initiated and completed within 5
the staff was placed on leave and there business days. All investigations
s . will be provided to the Executive
were no injuries as a result of this . .
. " Director upon completion for
incident. review. Completion date:
08/29/14
The Investigative Summary dated
6/23/14 to 7/25/14 was reviewed on
7/28/14 at 12:00 PM. The report factual
findings indicated "One staff witnessed
that [staff #4] left the consumers (clients
A,B,C, D, E, F, G and H) unattended.
[Staff #4] admitted to leaving the
consumers unattended during her shift."
The conclusion was "Leaving the
consumers unattended is substantiated."
The summary did not indicate the
administrator had been informed of the
outcome.
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2. The BDDS report dated 3/23/14
indicated the following: "Staff was
conducting a finance audit when they
discovered that the cash account for 5
individuals (clients A, B, E, F and H) in
the home was incorrect. It was found that
[client B] was off by $15.00, [client A]
was off by $29.00, [client F] was off by
$24.63, [client E] was off by $9.76 and
[client H] was off by $30.79. Staff
immediately contacted the RM (Regional
Manager) and reported the incident."

The Investigative Summary dated
3/22/14 - 3/28/14 was reviewed on
7/29/14 at 2:00 PM. The report factual
findings indicated "After reviewing
witness statements, it was revealed that
no staff are aware of where the money
has gone. It was discovered, however,
that the finances began to have issues
when the money was not audited in and
receipts were not properly put back in the
books from the outing on 3/20/14.
Allegations of exploitation by staff are
unable to be substantiated. Each
individual with discrepancy in their
finances will be reimbursed the amount
in which their finances are short." The
conclusion indicated "Allegation
Unsubstantiated. Allegation
Substantiated". The summary did not
indicate the administrator had been
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informed of the outcome.

3. The internal incident report dated
2/21/14 was reviewed on 7/29/14 at 2:00
PM. The report indicated the following:
"When I got to work I did my controlled
substance count. It was supposed to be
31 Oxycodone 5 mg (milligram) pills in
the bottle but it was only 24 Oxycodone 5
mg pill in the bottle. I called (staff #1),
Resident Manager, to tell her what I
found. She called nurse."

The Investigative Summary dated
2/21/14 - 2/27/14 was reviewed on
7/29/14 at 2:00 PM. The report factual
findings indicated: "After reviewing
witness statements and all other
documentation, it is proven that there are
7 Oxycodone 5 mg tablets missing for
[client B], but no way to discover where
they are or if anyone took them. [Client
B] never went without her medication
and the medication was discontinued 2
days prior to being discovered that seven
pills were missing." The conclusion
indicated "Allegation of missing pills
substantiated, but whereabouts
unknown." The summary did not
indicate the administrator had been
informed of the outcome.

Interview with administrative staff #6 on
7/29/14 at 2:30 PM indicated the
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Investigative Summary was forwarded to
the administrator by e-mail but they did
not have any documentation indicating it
was received and reviewed.
This federal tag relates to complaint
#IN00151755.
9-3-2(a)
W000157 | 483.420(d)(4)
STAFF TREATMENT OF CLIENTS
If the alleged violation is verified, appropriate
corrective action must be taken.
Based on record review and interview for WO000157 | W157: If the alleged violation is 08/29/2014
3 Investigation Summaries reviewed for 4 vetr.lﬂed, aptptl;optnite cgrrectlvtc.e
. . action must be taken.Corrective
of 4 sampled clients (clients A, B, C and L o
= ; ] Action: (Specific) An
D) and 4 additional clients (clients E, F, investigation will be completed
G and H), the facility failed to take regarding the missing medication
appropriate corrective action on and money as well as consumers
. . being left unattended. All Clinical
substantiated allegations of theft/neglect. . . . )
Supervisors will be in-serviced on
the initiating investigations and
Findings include: having them completed within 5
business days. All staff will be
1. The internal incident report dated m-serylcgd on the Abuse Neglect
) Exploitation Policy and
2/21/14 was reviewed on 7/29/14 at 2:00 Procedure, Medication Audits and
PM. The report indicated the following: client finances. A safe was
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"When I got to work I did my controlled purchased for the home to secure
substance count. It was supposed to be Z" g'ae:ctj fITE\j\;I(I:iSé rc(a:ilrlggltjsrsi,d&
31 Oxycodone 5 mg (milligram) pills in m,issing funds. How others will
the bottle but it was only 24 Oxycodone 5 be identified: (Systemic) The
mg pill in the bottle. I called (staff #1), Program Manager will follow up
Resident Manager, to tell her what I with the Clinical Supervisor at
found. Sh lled " least weekly to ensure that all
ound. ¢ called nurse. incidents that require and
investigation are initiated and
Review of the Investigative Summary for completed within 5 business
client B dated 2/21/14 - 2/27/14 was day§aA:jl Itnv;Stlgatlonf' Wll:jt')e t
conducted on 7/28/14 at 12:00 PM. The S:)?)\g :omgletiin )f(cc)arc ;JeC/iZw Ir?r:u: r
investigation was for the report of client Residential Manager will
B missing 7 Oxycodone 5 mg (milligram) complete a review of all client
tablets. The conclusion of the IfinancEs and medicat:(clm audits at
investigation indicated the allegation of east three times weekly o
o . ] ensure that all funds and
missing pills was substantiated, but medications are accounted for.
whereabouts unknown. The investigation The Clinical Supervisor will review
did not include any corrective action. client finances and medication
audits at least weekly to ensure
that all client funds and
2. The facility BDDS (Bureau of medications are accounted for.
Developmental Disabilities Services) Measures to be put in place:
incident reports were reviewed on An investigation will be completed
7/28/14 at 10:45 AM. The BDDS report ;i%a;f;”n%;h:;\jﬁ";g L“oends'ﬁf]:';’r’;
dated 3/23/14 indicated the following: being left unattended. All Clinical
"Staff was conducting a finance audit Supervisors will be in-serviced on
when they discovered that the cash the initiating investigations and
account for 5 individuals (clients A, B, Ei:::gst:?jr: Zon,lkpl)llzttz(fjfvvcitlrg]es
E, F and H) in the home was incorrect. It in-serviced oyn the Abuse Neglect
was found that [client B] was off by Exploitation Policy and
$15.00, [client A] was off by $29.00, Procedure, Medication Audits and
[client F] was off by $24.63, [client E] g“?;::g:g(fff'th'g E?):ewtzssec o
. u u
was off by $9.76 and [client H] was off all client finances. Clients A, B,
by $30.79. Staff immediately contacted E, F and H will be reimbursed
the RM (Regional Manager) and reported missing funds. Monitoring of
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the incident." Corrective Action: The Program
Manager will follow up with the
Revi fthe i ioative S Clinical Supervisor at least weekly
eview of the mvestigative Summary to ensure that all incidents that
dated 3/22/14 - 3/28/14 was conducted require and investigation are
on 7/29/14 at 2:00 PM. The investigation initiated and completed within 5
was for the report by a staff member that business days. All investigations
hil ducti 5 dit. it will be provided to the Executive
W. tie conduc 1ng-a 1.na.1nce audtt, it was Director upon completion for
discovered that 5 individuals were review. The Residential Manager
missing money from their home cash will complete a review of all client
account. Throughout the investigation, it finances and medication audits at
found that individual least three times weekly to
Wé'is 'oun at one more in '1V1 ual was ensure that all funds and
missing money as well. [Client E] was medications are accounted for.
short $10.00, [client B] was short $15.00, The Clinical Supervisor will review
[client H] was short $30.00, [client F] C"‘Z’?tt flntalncef andkrlnetdlcatlon
. audits at least weekly to ensure
was short $24.90, [client A] was short that all client funds and
$29.00 and [client G] was short $25.00. medications are accounted for.
The factual findings indicated "After Completion date: 08/29/14
reviewing witness statements, it was
revealed that no staff are aware of where
the money has gone. It was discovered,
however, that the finances began to have
issues when the money was not audited
in and receipts were not properly put
back in the books from the outing on
3/20/14. Allegations of exploitation by
staff are unable to be substantiated. Each
individual with discrepancy in their
finances will be reimbursed the amount
in which their finances are short." The
conclusion indicated the allegation was
unsubstantiated and the allegation was
substantiated. The summary did not
include any corrective action that ensured
the money was replaced and the
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corrective action taken to ensure it did
not happen again.

3. The BDDS incident report dated
6/23/14 for clients A, B,C,D, E, F, G
and H indicated "Second shift staff was
working 4:00 PM to 12:00 AM. Third
shift staff did not show up to work and it
was reported that the second shift person
had left the home to walk down the street
to get third shift staff from her apartment
to get them to come to work, leaving the
individuals unattended. The staff
member in question was immediately
placed on administrative leave.
Immediate preventative measures include
inservices with all staff on Abuse/Neglect
policy, the staff was placed on leave and
there were no injuries as a result of this
incident."

Review of the Investigative Summary
dated 6-23-14 to 7/25-14 was conducted
on 7/28/14 at 12:00 PM. The
investigation was for the report that a
staff member left the home while
consumers were asleep. The factual
findings indicated "One staff witnessed
that (staff #4) left the consumers
unattended. (Staff #4) admitted to
leaving the consumers unattended during
her shift." The conclusion of the
investigation was "leaving the consumers
unattended is substantiated.” The
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summary did not include any corrective
action.

4. The BDDS incident report dated
5/18/14 indicated the following: "Staff
was performing a medication audit and
noticed that there were two different
tablets in one of the consumer's bubble
pack. The staff notified the Residential
Manager and the site nurse immediately.
The Residential Manager and the site
nurse reviewed all consumers' bubble
packs of medications and noted [client D]
had 25 Hydrocodone missing that had
been replaced with her Relafen and
[client B's] Lipitor, [client E] had one
Dicyclomine tablet missing and had been
replaced with one of her Ropinirole,
[client C] had one Xanax missing that
was replaced with one of [client B's]
Lipitor and [client B] had 13 Xanax that
were missing and replaced with her
Lisinopril. It was determined that none
of the medications had been administered
to any of the consumers. The bubble
packs that had been tampered with were
immediately secured, drug suspicion
checklists were completed on all staff and
all staff were taken for drug testing. One
staff refused the drug testing and the
operation is awaiting the results of the
drug tests that were completed. The
[name of local police department] was
contacted and a message was left for
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[name of detective] to file a police report.
The consumers' medications that were
tampered with were replaced and an
investigation has been initiated." The
facility failed to provide documentation
of corrective action.

5. The report dated 7/6/14 for client A
and client B included the following
information: "[Staff #3] did finance audit
at approx. (approximately) 12 PM 7/4/14
at kitchen table while [staff #2] cooked
lunch. [Staff #2] got money out for
[client G] to go to [name of town]. On
7/5/14 at approximately 8 AM [staff #2]
went to do finance audit and get clients
money out for an outing with [staff #3]
and [staff #6] in the same room. $95.00
total was missing from [client B] and
[client A] money bag. [Staff #2] called
home manager. Immediate preventative
measures include inservices with all staff
on Abuse/Neglect/Exploitation policy
and an investigation has been initiated
into the incident." A BDDS follow-up
report dated 7/17/14 indicated "The
investigation has been turned over to the
local police department for further
investigation."

Review of the facility investigations on
7/28/14 at 12:30 PM indicated there was
no investigation conducted by the facility
of the incident of missing money. The
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facility failed to provide documentation
of corrective action.
Interview with administrative staff #1,
#2, #4 and #6 on 7/29/14 at 2:30 PM
indicated staff had been inserviced, but
the corrective action is not included in
the investigation.
This federal tag relates to complaint
#INO0151755.
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